INTRODUCTION
Unlike the other branches of medicine, in psychiatry a clinician must depend upon the mere clinical interviews and observation for making a diagnosis and monitoring of symptoms. 1 A variety of structured questionnaires, interviews, check lists, outcome assessments are available to inform psychiatric practice, research, and administration. These instruments, called psychiatric rating scales, are often helpful in standardization of the diagnosis and uniform quantification of symptoms profiles during monitoring patients over time. They provide information that is more comprehensive than that generally obtained in a routine clinical interview. 2 While several rating scales are available to quantify the severity of depression and anxiety, there is a less satisfactory choice of instruments for mania are limited, more so in case of self-rating. 345 Although mania rating scales have improved over the years, the few available contain deficiencies that may limit their clinical and diagnostic utility. Most of the mania rating scales are observer rated and only a few are selfrated. Generally, it is assumed that manic patients areunreliable informants due to lack of judgment and insight. Hence, to test whether the self rating scales can be compared to the clinician rating scale, this study was planned. The aim of this study is to assess the correlation between the self-rated and observer rated scales of mania.
MATERIAL AND METHOD
This is an analytical study of 42 consecutive patients with mania in a naturalistic ward setting of AIIMS, New Delhi, a tertiary care center of North India conducted between the period of 2001-2002.Forty-two consecutive patients of age 15-55 years andeither sexes, with the diagnosis of mania according to ICD-10 (Diagnostic Criteria for Research), and those who were co-operative for the assessment with the scales were included. Patients with Organic mental disorder, uncooperative and differently abled for the assessment were excluded.Informed consent were taken from concerned guardian or family member.All the patients were rated with 1) Semi-structured Proforma 2)Clinician Administered Rating Scale for Mania (CARS-M) 6 3)Altman Self-Rating Mania scale (ARSM) 7 , 4)Hamilton Rating Scale for Depression (HAM-D) 8 and 5) Clinical Global Impression Scale (CGI) 9 both severity (S) and Improvement (I) .After the baseline assessment within 48 hrs of admission, each included patient was assessedevery week for next four weeks by the same scales as mentioned above. The data from all the instrument was entered and analyzed using SPSS-10 to look for the Corelation between the two ratings by Pearson's correlation and comparison of serial scores of the same scales by General Linear Regression model (post-hoc analysis). The ethical clearance was obtained from the ethical board of the institution.
RESULT
All the consecutive patients admitted in the psychiatry ward of AIIMS, and fulfilling the exclusion and inclusion criteria were taken up in order to avoid the selection bias. Out of the 50 included cases 8 had to be dropped out as they met the exclusion criteria. The majority (76%) of the patients were male compared to female (24%). The mean age of the patient was 29 years (SD 9.8 years). The average number of episode at the time of contact was 3 rd (SD 2.3) and the average time lapse between the onset of the illness and hospitalization was 37 days. (SD 180 days). Similarly, the average stay in the hospital was 41 days (SD 34 days). Table 1 shows the mean score and standard deviations for the scales CARS-M, ASRM, HAM-D, CGIS-S, CGIS-I respectively the initial assessments and the subsequent ratings of the first week through the 4 th week: (Table 2) shows the Pearson correlation coefficient (ρ=0.368) on the initial assessment which is statistically significant at the p value <0.05 on the two tailed analysis. He subsequent assessments i.e. the first through the fourth week show the subsequent increment in the ρvalue with p significance <0.01. There is similar correlation between the scores of CGIS-S vs ASRM scores. Table 3 . However, the correlation between the scores of CGIS-I vs. ASRM in the first week does not seem to .83 <0.01* 0= Baseline, 1=First week, 2= Second week, 3= Third week, 4=Fourth week, * significant p value correlate significantly, but the subsequent scores from the 2 nd through the 4 th week do correlate significantly. (Table 4) .
DISCUSSION:
The majority of the patients admitted were male that keeps with the epidemiological studies that predict the life time morbidity risk for mania is more for male. 10 Though we didn't specifically looked at the age of onset of the illness. The mean age of 27 years in the sample for an average of third episode is indirectly similar to the studies published. 11 The mean length of stay of 41 days is higher than in the other studies. 1213 However, for third episode a stay of 41 days is comparable to a stay of 28 days for first episode mania. 14 When we look at the weekly assessments in the score there is decreasing trends in the scores indicating improvement in the illness in the due course of treatment, which is a very expected outcome. The reliabilityanalysis scale (alpha) among the respective ASR-M and CARS-M scores shows the value alpha=0.8846, indicating that each self rating is significantly reliable enough with the respective objective ratings. The value is similar to the results of the original authors (alpha=0.766) during the making of the scale. 6 Assuming the samples (n-42) large enough to be considered normally distributed, the Pearson Correlation were applied for comparison between the scale scores.
The rho value betweenASRM vs. CARSM on the initial scores was 0.368 which was significant at the p value of <0.05 but on the subsequent weeks the rho value progressively increased and became highly significant (p<0.01).
However, the correlation between the scores of CGIS-I vs. ASRM in the first week does not seem to correlate significantly, but on the subsequent weeks the rho value progressively increased and became highly significant(p<0.01). This indicates that the ARSM is not very reliable when the patient improves from very severe illness to moderate or milder degree.The lack of correlation in the first week may be explained in the light of extreme distractibility of the manic patients during acute illness that they have difficulty understanding the exact instruction and they tend to fill the score sheet hastily. Our study keeps in line with the other studies showing that the self rating scales have a modest role in Mania. 15 Self-assessment of mania appears .68 <0.01* 1=First week, 2= Second week, 3= Third week, 4=Fourth week, * significant p value feasible and potentially useful in practice; lack of insight, poor judgment, and distractibility obviously require assessment by a clinician. 16 Self rating scales can also perform well and can be correlated well with the clinician rating scales. 17 However, there were few limitations of our study. The investigator was not blind to any information about the patient including the scores of all scales. So the bias o recording of the ratings couldnot be completely ruled out. The patient group was not compared with healthy controls or patients with other psychiatric illnesses. Similarly, the scales used in the study does not have any items for assessing dysphoria or the mixed features.
CONCLUSION:
Altman Self-Rating Mania scale is not very reliable when the patient is very severely ill, at least to predict the severity improvement but reliable when the patient improves from very severe illness to moderate or milder degree. The scale can be utilized as an augmentation to the clinical interview. This scale can also be utilized as a monitoring instrument by the patient himself, the caregiver and also by the physician to watch their progress or for impending illness. However, this scales needs to be translated and validated in different language to make its utility vast.
